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CASE I.--M. F., an attendant in a lunatic asylum, was admitted 
to the Whitworth Hospital, under my care, on the 4th Oct., 1901, 
complaining of pain and tenderness over the region of the stomach, 
:and of swelling of both legs. He was thirty-three years of age, 
unmarried, and looked fairly healthy, though somewhat spare. 

He stated that about three months before admission he b~,gau 
to lose his appetite, so that, whilst eating very little solid food, he 
yet usually felt as if he had had enough. He began also to lose 
flesh, and his bowels became confined. Later on he had morning 
vomiting, which he attributed to medicine, but for which the 
.alcoholic habit was more probably responsible. About a week 
before admission he noticed some swelling in both legs, and walking 
~aused him some pain. He also had some puffiness of the lower 
eyelids in the mornings. 

He had been some years in the army ; had habitually drunk 
.a great deal of alcohol ; and a favouritc "pick-me-up" was an 
.eggflip composed of two eggs and half a bottle of Worcestershire 
sauce. A scar on the glans penis seemed sufficient evidcuee that 
he had had syphilis. 

~l~e family history threw no light on the-case. 
Physica~ Examinat/on.--There was cedema of both legs, more 

marked in the left. Abdomen distended transversdy; liver 
.dulness extended, in nipple line, from upper margin of sixth rib to 
three fingers' breadth below the hypochondriac margi n , and, 
~ccupying a similarly increased depth in the middle line, it merged 
in a greatly-increased splenic dulness in the left hypochondrium. 
There were slight crcpitatiom (cedoma ~) at the base of the right 
lung behind ; and there was a systolic apex murmur of the heart. 
The urine, which, according to the patient's statement, had beeu 
.of ordinary appearance up to the day before admission, showed 
now some blood colouring, and in addition, microscopically, some 
pus corpuscles and casts of nearly all descriptions. 
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The case was regarded as one of nephritis at first; but it was 
found difficult to refer it to any particular type, the quantity of 
the urine being usually about 35 ounces (one litre), the specific 
gravity low--1012 to 1016. Then the suspicion of renal calculus 
~.ame up, and later that of renal tuberculosis, but no tubercle 

bacilli could be found in the urine. 
For three weeks after admission the patient was kept in bed, 

in part on account of the urinary condition, and in part on account 
Of the temperature, which, during the remainder of his life, oscil- 
lated from normal in the morning to 101" in the evening. After 
the first week all cedema disappeared. 1~o satisfactory diagnosis 
had been arrived at, when on the 30th October he noticed some 
feebleness in his legs. Next ds the 31st, I examined him care- 
fully, and found that he conld make only a very poor attempt to 
draw up his legs as he lay on his back. The knee-jerks were: 
quite lost. There was no anaesthesia, no tenderness of muscles 
or nerve-trunks, and Kernig's knee-extension sign was absent. 
l~ext day, 1st l~ovember, there was flaccidity of the abdominal 
muscles, and breathing was largely diaphragmatic. On the 2nd 
:November there was great weakness in both hands and arms; 
but no recognisable anaesthesia in upper or lower limbs or the 
trunk. 1% disturbance of bladder or rectum. In the evening 
he died, evidently by paralysis of the diaphragm. His mind was 
clear almost to the last moment. 

Necropsy.--About half a litre of serous fluid in abdomen ; 
several old pleural adhesions on both sides. Lungs somewhat 
emphysematous and cedematous. Heart.--Two large, tassel-like 
vegetations on tricuspid valves. Aorta atheromatous. Spleen, 
18 cm. long, and proportionately enlarged in other diameters, 
showed some perisplenitis, and was adherent to diaphragm. 
Kidneys.--Left large, fairly soft, and with slightly adherent capsule ; 
right also much enlarged, but capsule not adherent. Liver 
much enlarged, the vertical diameter of right lobe being 23 cm., 
that of left lobe 21 cm. Pancreas normal. Cranium.--Dura 
mater somewhat thick, and somewhat increased amotmt of sub- 
arachnokt fluid ; slight tlfickening on inner Surface of frontal 
bone (~ syphilitic). Brain apparently normal. Spinal Canal.-- 
A large number of small, flat, bony plates attached to the lace-like 
arachnoid, and to its prolongations over the nerves (arachnitis 
ossificans), but there was n o  sign of recent pachy-or lcpto- 
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meningitis. Neither on macroscopic nor on microscopic examina- 
tion was any lesion discovered in the brain or cord ; but Nissl's 
method was not applied. The nerves were not examined. 

No dear pathological diagnosis cot~d be made. In the presence 
of tricuspid valvulitis, subacute nephritis, and gross splenic and 
hepatic enlargement, some general process must have been at work 
rather than a primary lesion of any one of those organs. The 
ossifying araehnitis was an old lesion, and was possibly due to 
the same cause as the slight thickening observed on the frontal 
bone. 

CASE II.--On December 2nd, 1901, I saw, in consultation, 
Mr. J., aged forty-one, a lithographic artist, living on the north 
side of Dublin. About a folcmight before, his house had been 
flooded in the basement by any overflow of the river Tolka, and he 
had had ~o wade through sewage to get things ont of his kitchen. 
About forty-eight hours tater he felt unwell, had some shivering, and 
had to take to his bed with a continuous sub-pyrexial illness, not 
apparently typhoid, although there was apparently slight enlarge- 
ment of the liver and spleen. There was no sign of paralysis. 

Dec. 3rd.--His wife noticed that when he had to get out of bed 
he was feeble on his legs. In the evening he was quite powerless 
in the legs, and the bladder began to dribble. 

Dee. 4th.--I saw him for the second time this evening. He lies 
extended on his back, perfectly dear in mind, uncomplaining, 
a~d apparently unconscious of any discomfo1% and without any 
anxiety as to his condition. His bladder is distended and dribbling. 
No knee-jerks ; no power in legs ; stroking the soles of the feet 
causes'the very faintest flexion movement of the toes. Kernig's 
knee-exteusion sign absent. Sensation for touch is absent from 
the soles to the fourth rib; above this level, for a zone of about two 
inches, he winces now and then at a mere touch, as if it caused 
pain. Sensation of pain is dull, but he winces rather  suddenly 
when a pinch or a pull at the hair of his legs or pubis becomes 
severe. Breathing i s  mostly diaphragmatic. The abdomen is 
rounded, tympanitic, and tense, though it moves with the 
diaphragm. There is incontinence of urine. Power and sensa- 
tion in the arms are good. He is, and has been, undulywakeftfl. 
Pulse 110, temperature 101"8 ~ No tenderness of muscles or 
nerve-trunks. 
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Dec. 6th.--Third visit. Condition as before, but the anaesthesia 
has advanced still higher. Breathing is difficult. Mind clear. 

Dec. 9th.--Died by paralysis of diaphragm. 
I elicited from this patient that he had lately taken up photo- 

graphy as an amusemeng, but he had not been handling any 
chemicals other than hydrochinone and sodium hypobromite. 
I could get no history of anything in his daily work likely to have 
set up any intoxication. There was nothing in his personal or 
family history to suggest syphilis, though I could not exclude it. 

Unforttmately I could not get a post-morter~ examination. 

These two eases resemble one another in the fact that the 
onset of paralysis had been preceded by a pyrexial illness of 
indeterminate character, the paralysis supervening more or 
less suddenly as a terminal phenomenon. They resemble one 
another closely in the general course of the paralysis and in 
the fatal issue; but  there is this marked difference between 
~.hem--that in Case I. the paralysis began in the lower limbs, 
then involved the trunk muscles and the arms, and finally 
~.he diaphragm, and that the functions of bladder and rectum 
remained undisturbed ; while in Case II. a somewhat similar 
paralysis was accompanied in its earliest stages and threughout 
by paralysis of these organs. If we were to assume that the 
primary lesion in both cases was one of the spinal cord we 
should have to suppose that in Case I. it involved the cord 
from almost its lowest levels, but  avoided at those levels the 
centres for the pelvic viscera, while in Case H. it started from 
the lowest levels of the cord, but  showed no discriminat.ion 
hi favour of the visceral centres. Such an explanation of the 
lh'st case would be acceptable enough, were it not for the 
difficulty in imagining an intoxication o1" an inflammation so 
nalTowly selecti~;e in its action as this would imply. On the 
other hand, we m'e acquainted with several forms of intoxica- 
tion in which the peculiarity obtains that the skeletal nerves 
are affectedwhile the visceral ones are not ;  and thus limb 
paralysis may be extreme while the bladder performs its 
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functions normally. Such are, for instance, the neuritis of 
alcoholic, arsenical, and diphtheritic intoxication. I think 
the easiest explanation of Case I. is peripheral neuritis. I t  
accords with the patient's previons history; and with ore- 
general experience. Unfm%unately it, too, demands a selective 
,action of the intoxicant on the motor fibres, but it is out" 
.ordinary experience that many forms of intoxication beat- 
more upon one set of fibres than on others, and, indeed, the 
exemption of one set of fibres rather maizes for neuritis. 
Case I., therefore, may go into the categol 7 of multiple 
neuritis, and falls into hne with a large number of the cases 
of so,ailed Landry's paralysis. I t  is, of course, to be reahsed 
%hat the ossifying arachnitis was an old condition, and had 
probably no part in producing the symptoms under discus~ 
sion. 

With ,~gard to Case II., I find it ranch more diffictflt to 
accept the theory of nem~tis. The early involvement of the 
bladder is quite foreign to our experience of peripheral 
nem4tis, and can only, I beheve, be explained on the supposi- 
tion of a morbid process operating within the spinal canal. 
We have here motor functions, sensory functions, and lower 
visceral functions in abeyance together. Nothing will explain 
%his conjunction so easily as an intra-spinal process. Some 
years ago I watched an ahnost similar, but more prolonged, 
.case in a young woman, and I made the diagnosis of Landry's 
paralysis. The necropsy revealed a suppurative spinal lnenin- 
gitis, such as we find in epidemic cerebro-spinal meningitis. 
It  was probably secondary to a suppLu'ating salpingitis wlfich 
was also present. I have no proof that this was the explanation 
in Case II. ; but I cannot help supposing that some mischief, 
organic or toxic, acting within the spinal canal, tmderlay the 
symptoms of that case. Whether this mischief acted dfl'eetly 
-on the spinal centres in the co,~l or on the emergent nerves 
within the spinal canal I see no way of deciding with reason. 
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These two cases, capable of being grouped together under 
the heading of acute ascending paralysis, are not eqL~ally 
reducible to the classification of Landry's paralysis--that is, 
if we take Landry's paralysis, as his own cases seem to suggest, 
to be acute ascending peripheral neuritis. But  among the 
l~uety-three cases l~ported as Landry's paralysis, collected 
and analysed with great labour by Dr. Judson S. Bury in his 
book on peripheral nem'itis, there is a considerable ntunber iu 
which changes were found within the spinal canal--in some 
bacillary infection of the cord (typhoid), in some meningo- 
myelitis, in some areas of softelljiug, in one the virus of rabies,. 
in some h~emorrhages o r  serous effusion, and various other 
changes: from which, I think~ we may conclude that the 

name Landry's paralysis is a useful chnical label, but  that it 
conveys little or nothing as to the pathology of such cases. 
My two cases, observed, I regret to say, much less perfectly 
than I sholdd wish, suggest the deduction that acute ascending 
paralysis may be extra- or intra-spinal in origin, but  that, 
at least when fatal, it ultimately takes in the spinal part 
of the multiple reflex arcs, the health of wldch is necessary 
for the ordinary fuuctions of life. 

DR. FINNr said he had a feeling of doubt as to the meaning 
of Landry's paralysis after hearing the papers. Some of the 
classifications were confusing. In Landry's disease the urinary 
organs are unaffected and the sensation is normal. Yet in two 
of the cases reported they heard that the patients had urinary 
troubles. The toxin seems capable of affecting the motor net~ons 
and passing over the turinary centres in the cord. The absence 
of lesions may be accoLmted for by the insufficient means at the 
command of the pathologists in the past to detect them ; and 
now when they are so much better prepared to detect lesions it 
is to be expected that they will be found. He had had two cases 
of the dise~e under his care--one, that of a girl, aged 18, who 
came to hospital after tramping about all night in rain. She 
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complained of loss of motor power, paralysis supervened, quickly 
ascended to the respiratory eentres, and she died of paralysis of 
respiration. He thinks there are many cases confounded with 
Landry's paralysis. He looked on Dr. Parson's ease as a typical 
example of the disease, and he also thought one of Dr. O'Carroll's 
was to be so considered. 

DR. DAWSON said he would like to know from Dr. O'Carroll if 
his first patient came from the Richmond Lunatic Asylum, for 
some of the earlier symptoms were not unlike the e~rly symptoms 
of beri-beri as noticed in that Institution. If the symptoms were 
due to a toxin, it is difficult to tmderstand how they should follow 
such a systematic course. He inclined to the view that the disease 
was the outcome of overwork and m~Inutrition--conditions that 
were fulfilled in Dr. Finny's case. 

DR. TRAV~RS S.)nTH said that at the present time he had a case 
of Landry's paralysis under his care ; the patient is a boy, aged 
11. On May 10th the lad noticed that his knees were feeble, 
but if the knees were kept stiff he walked. On the 16th the 
paralysis was marked, and if he attempted to cough, the abdominal 
muscles failing to act, the effort ended in a simple blowing sound. 
His voice production and sensation are normal ; his reflexes are 
lost, and the deep muscle sense was not well marked. On examin- 
ing the erector spin~e muscles it was observed that their reflex 
was increased. The boy is very hysterical, crying all day. He 
suffers from incontinence of urine. He (Dr. Smith) looks upon 
the disease as being due to a toxin, with a strong affinity for the 
motor neurons, to an action to which the visceral centres are not 
susceptible. 

DR. POTTER said he would like to know if Dr. O'Carroll's patient, 
who was an old soldier, had ever had malaria, or hved in a malarial 
eotmtry 

Da. CRAIG said the name "Landry's paralysis " made a clinical 
picture. Toxins are prone to attack neurons, and he would add 
that the further from the central nerve cell elements the axon 
is the more susceptible it is to the poison. 

SIR C. J. NEON said he quite agreed with Drs. Craig and'Travers 
Smith that the name "Landry's paralysis " is simply a chnical 
term, as is locomotor ataxy. He, in Landxy's paralysis, recognised 
three distinct lesions--(1) Acute mnltiple peripherM neuritis; 
-(2) acute anterior corneal myelitis ; (3) acute ascending paralysis, 
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with anterior myelitis. Dr. Parsons had given the credit to 
Dr. Graves, of Dublin, for first pointing out that when the lesion 
is not found in the central nervous system it may be found in 
the peripheral extremities. This he (Sir Christopher Nixon) 
thought did not fairly explain Dr. Graves's views. Dr. Graves 
placed on record his case, that of a sailor named McNab, 
who was suffering from a tight and painfnl strict~tre, and it was 
noticed that as the stricture was dilated so did his lumbar para- 
plegia disappear, and the ratio of improvement continued pa.ri 
/x~ssu, so that when the stricture was fully dilated the lumbar 
paraplegia had disappeared, and the sailor was dismissed from 
hospital cured. M. Brown-S~quard, reasoning from the case, 
concluded that the peripheral irritation of the stricture had 
produced a reflex action in the nerve centre. Afterwards the 
same view was adopted by Hammond, the American neurologist, 
and others. Gull's views were much the same as those expressed 
by Dr. Craig, that the further the axon is removed from the 
trophic nerve centres, the more susceptible it is, such cases being 
in reality polyperipheral neuritis. That toxins do exhibit a 
preference for motor centres is seen daily in the action of curare, 
strychnin, quinine, ergot, tobacco, alcohol, and so forth. What 
the precise pathological lesion is, is unlmown, and the cases have 
not helped to solve the difficnlty. 

DR. PARSONS said he wa,s under the impression that it was 
during Graves's sojourn in Paris he made the observation that 
the lesion not having been fotmd in the cord by the French 
pathologists, it may be situated in the peripheral extremities. 
Gower had expressed similar views to those put forward by Sir 
C. J. Nixon. Dr. Finny's case was recorded by Ross and Bury. 
There is a diffictflty in defining Landry's paralysis. Of his two 
cases he gives one only in detail. On admission his patient had 
no loss of control of the bladder. The toxic agent affected the 
motor centres and very slightly the sensory ones. The pain in 
the calf of one of his legs, of which the patient complained when 
he commenced to get better, was due to thrombosis of some of 
the veihs of the part, which were large and swollen. 

I)R. W. J. THOMPSON said that the points of interest in the 
case he exhibited were--(1) the age of the patient; (2) the fact 
that he had been exposed to cold ; (3) the enlargement and sub- 
sequent diminution of the splenic area ; (4) the complete control 
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of the rectum and not of the bladder ; (5) the slight ex~ggeration 
of the patellar reflex. 

DR. O'CARROLL said that his patient had been in India. He 
did not come from the Richmond Ltmat.ic Asylum. He called 
his cases Landry's paralysis on account of the convenience of a 
term which had become widened to include diseases of that type. 
Is the lesion intra-spinal ~ We cannot say. The name is a con- 
venient clinical one, nothing more, and we all know that asking 
questions is rauch easier than answering them. 


